Metastasis to the odontoid peg is a rare condition. We report a case where such a metastasis from an oesophageal adenocarcinoma caused problems in both diagnosis and management. This is the first case to our knowledge to originate from a primary oesophageal adenocarcinoma. CASE REPORT. A 58 year old male was admitted with dysphagia and weight loss. Investigations revealed a lower oesophageal adenocarcinoma and he underwent oesophagogastrectomy. Histopathology of the resected specimen confirmed a poorly differentiated infiltrating adenocarcinoma extending through to the serosal fat. The resection limits were clear and there was no evidence of distant metastases. On the thirteenth postoperative day he complained of neck pain and paraesthesiae in the C3 distribution bilaterally; he stated that he had experienced these symptoms before. Cervical spine X-rays showed only degenerative changes, although details of the odontoid area were partially obscured. He was treated with simple analgesics and a soft cervical collar followed by gentle mobilization. He was discharged well on the twenty-fifth postoperative day but still had some neck pain.
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Three months later, he presented again with a three day exacerbation of neck pain, localised to the base of the skull posteriorly and with no associated neurological symptoms. Examination revealed cachexia, tenderness over C2/3, markedly reduced cervical spine movements but no abnormal neurological findings. X-rays now showed the odontoid peg to be very ill-defined with marked atlanto-axial subluxation. Attempted per-oral fixation of the odontoid fracture in the Regional Neurosurgical Unit proved unsuccessful due to the degree of bony erosion, and bone biopsy only was performed, which showed adenocarcinoma consistent with gastrointestinal origin. His condition condition continued to deteriorate until his death ten days later from bronchopneumonia.
The Ulster Medical Journal DISCUSSION Metastasis to the odontoid peg is uncommon' and metastasis to the C2 vertebra from a primary oesophageal neoplasm has not been reported previously. More usual primary sites for bony cervical metastasis reported include breast, lung, nasopharynx, tongue, stomach, colon, liver, urinary bladder and rhabdomyosarcoma 1-6. The cervical spine is particularly vulnerable to the destructive effects of tumour invasion7. Odontoid peg involvement by metastatic tumour is usually caused by haematogenous dissemination, although direct extension of adjacent neoplasm may occasionally occur. The bone becomes distorted, fragile and more vascular; pathological fracture may occur 2,4. The odontoid is an important component of the upper cervical spine, allowing free head motion, particularly rotation, and affording protection to the upper spinal cord. Most cervical metastases lie anteriorly to the cord, are small and involve more than one segment"4' 5. With progression, atlantoaxial instability results in subluxation and cord compression, although extradural tumour spread may also cause compression. Odontoid metastases usually present around three years after the primary, and the symptoms commonly precede the diagnosis by several weeks to months. The lesion presents with a variety of features, many of which are common to nonpathological fracture. As in our patient, neck pain with suboccipital headache is virtually universal. Common presentations include symptoms of lower cranial or upper cervical cord compression and may include dysphagia from retropharyngeal haematoma. Markedly restricted rotation is an important clinical finding. Other clinical signs include those of cord compression, although lower limb weakness is not commonly found. The only reliable means of diagnosis is by careful radiology 8. 9, and our case demonstrates several of the pitfalls which may occur. Minimal X-ray studies of the odontoid peg and the body of the axis should include views through the open mouth as well as the lateral aspect. Common radiographic findings are of lytic destruction of the entire C2 vertebra, but this may remain unnoticed until the manifestation of clinical symptoms. Degenerative changes in the lower cervical spine, common in this age group, may distract from the odontoid lesion. Flexion and extension views of the cervical spine risk fatal displacement and must be avoided.
CT scanning, with or without myelography, delineates the extent of tumour invasion of bone and soft tissue, and provides additional information on the presence of epidural tumour and the available space for operative intervention 4 The importance of obtaining a tissue biopsy to confirm the presence of metastatic carcinoma before embarking on any therapeutic regimen has been rightly stressed.
The management of metastatic fracture of the odontoid peg is both demanding and controversial 3'4. Treatment options include initial immobilisation with high dose steroid therapy, bony fusion and radiotherapy, bony fusion alone, cord decompression with fusion, or stabilisation with bone cement, wires, plates or autografts with or without pre-or postoperative radiotherapy. The treatment goal is to alleviate pain, relieve spinal cord compression and stabilise the cervical spine. The treatment must consider the limited life expectancy of these patients and the extent of their systemic disease. Even if curative action is unlikely, pain and threatening neurological deficit demand active intervention, and pain alone may be the main indication for surgery. Operative stabilisation should be considered in most patients, particularly if life expectancy is estimated as greater than one year. Aggressive treatment is becoming more common due to the longer survival resultant upon improved management of malignant disease. Stabilising surgery will improve the quality of life but may not improve survival time2 7. If the neoplastic disease process can be therapeutically altered, the value of cervical spine stabilisation in the cancer patient becomes even more marked. The survival time after the onset of neck pain ranges from one month to seven years and depends upon the type and site of the primary tumour. Reported postoperative survival times range between one and thirty months 1,3,5.
